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This plan of cerrection is
S8=D State and Federal law and

Cne hour fire rated construction (with %4 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4 1
and/or 19.3.5.4 protects hazardous areas, When

does not constitute an
admission on the part of
the facility that the

the approved automatic fire extinguishing system findings constitute a

option is used, the areas are separated from defieciency or that the

other spaces by smoke resisting partitions and scope and severity regarding
doors. Doors are self-closing and non-rated or any of the defiencies citeq
field-applied protective plates that do not exceed are correctly applied.

48 inches from the boftom of the door are

permitted.  19.3.2.1 1. Door closures have been

installed on the 2 dry
storage rooms in dietary
and the downstairs medical

. . , record storage room as of
This STANDARD is not met as evidenced by: 12-1-14. '
Based on observation, it was determined that the
facility failed to have self-closing doors in 2
hazardous areas. -
The findings include:
Observation on November 13, 2014 at 11:40 a.m.
and 2:10 p.m. revealed the following hazardous

No cother areas were
affected,

3. There are no other

areas are over 50 square feet and storing areas identified that woulg
combustibles, did not have doors that are require ‘door closures.

self-closing:

1. Dietary has 2 dry storage reoms that are not 4. Maintenance will

provided with doors that are self-closing. periodically monitor to

2. The down stairs medical record storage room ensure fixtures are

Is not provided with a door that is self-closing. properly functioning. 12/5/14

These findings were verified by the maintenance
director and acknowledged by the administrator
during the exit conference on November 13,
2014.

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
S8=F
Exit access is arranged so that exits are readily
accessibie at all times in accordance with section
7.1, 19.2.1
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Any s( c@lgygyement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
othesSafegu provide sufficient protection to the patients. (See instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whether or not a plar of correction is provided. For nuising homes, the above findings and plans of correction are disclosable 12
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pavticipation.
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This STANDARD is not met as evidenced by
Based on observation and testing, it was
determined that the facility failed to have doors in
the means of egress readily accessible at all
times,
The findings include;
1. Observation and testing on November 13,
2014 at 12:00 p.m. revealed 8 of 8 delayed
egress doors do not have the required lettering
for the delayed egress signage on a contrasting
background. The delayed egress signage is on a
clear adhesive background with red fettering and
on a glass door which makes the signage not
clearly visible.
2. Observation and testing on November 13,
2014 at 2:25 p.m. revealed the delayed egress
door in the activity room did not release when the
fire alarm was activated. This door is 1 of 8 of all
of the delayed egress doors,
These findings were verified by the maintenance
director and acknowledged by the administrator
during the exit conference on November 13,
2014,
NFPA 101 7.2.1.6.1, NFPA72 3-9.7.2

1. The 8 of 8 delayed
egress.. sighs have been
replaced, on 12/3/1%, with
contrasting background,
The delayed egress door in
the activity room was
corrgcted on 11/20/14.

2., No other areas were
affected.

3. There are no other
doors that will need to be
repaired.

4. Maintenance will monito
to ensure delaved egress
doors are properly function
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